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INTRODUCTION & EXECUTIVE SUMMARY

Created in 2012, the Office of Inspector General of Nebraska Child Wglig®g provides

i ndependent investigation and performance revi
i s

goal of the Ol G6s investigations and reviews
identification of systems issues and needed polieymgbs. The Office of Inspector General of

Nebraska Child Wel fare Act sets out duties for

injury [...] in any case involving an investigation under the Child Protection and Family Safety Act,

whichcaselm been open for one year or less [...].0

caused by suspected abuse, neglect, or maltreatment which leaves a child in critical or serious
condi'ti on. o

The OIG is notified of deaths and serious injuriéhinw the child welfare system via Critical

Incident Reports. Between June 2016 and June 2019 the OIG received four reports (one death and
three serious injuries) from tli@epartment of ldalth and Human Services (DHHi8Yolving

children who had been thalgect of a child abuse or negléoitial Assessment (also calleoh

investigation within the 12 months prior to the critical incideit each of the four casethe Initial
AssessmenwasDHHS 6 only recent i nvol vemermsdriougvinjuryh t he

The following report calls attention to trends the OIG found in these four cases, including shortfalls
in the investigation and assessments that took place within 12 months prior to the incident where the
child was seriously injured a@lied and systemic issues that impacted how the Initial Assessments
were conducted.

The OIG observed that whamalyzingthe 1A(s) prior to the critical incidents, the cases shared key
similarities. These included: a complex family dynamic that was nogneoed; CPS history that

was not identified; and, protective parenting capacity that was not corroborated outside of the family
unit.

Through its investigation of the death and serious injuiehildren where there was an phior to
the critical incicent the OIG found:

1. Child vulnerabilities were identified, but there is no evidence that they were appropriately
taken into considerain throughout théA investigation

2. Secondary caregivers were not thoroughly investigated preceding the erdidaht.

3. Supervision of the investigation and assessment process prior to the critical incident was
insufficient.

Based on its findings, the OIG has identified areas where systemic improvements should be made to
improve the quality of Initial Assessmts. The OIG recommends that DHHS:

1. Enhanceolicy and tools specific to the examination of secondarggivers in an
investigation

! Neb. Rev. Stat. 88483011 434331
2 The OIG has changed the nameslbpersons related to the caseprotect their identity.
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Provide training and tools for workers angsrvisors to better evaluateug/alcohol use to
ascertain whether caregivaubstance use is affecting the safety of the child

Provide educational and community resource referral material to the family éweng
Initial Assessment and require documentation of what materials or referrals were provided

Conduct a work study aZhild ProtectiveServicey CPS)Supervisors
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BACKGROUND

Initial assessmer{iA) refers to the process asessing familiegfter a report of child abuse,
neglect, or dependency has been accepted by the Child Abuse and Neglect(Hotline). The A
encompasses the processes of investigation and assessmduatted by a Child and Family
Service Specialist (worker) from tieepartment of Health and Human Servicd3ivision of Child
and Family Servicéqalso known as CPSandis generally conclued within a 3eday period. It is
intended to ensure child safety, determine whetreatleged maltreatment occurred, and decide if
the family should be offereskrviceghrough ongoing case management (ongoing case). Once a
report of abuse or neglect hasen accepted by the Hotline, an investigation into the allegations is
completed by a worker, a law enforcement officer, or both, depending on the specific situation.

In 2012, DHHS adopted Structured Decision Making® (SDM), a nationedlggnized set of
assessmemnbols used to guiddecisions on child safety, risk of future maltreatmendl whether
services should be offerefihe SDM Safety Assessment and Risk Assessment are the foundational
tools of evaluation during IA.

The SDM Safety Assessmentfmly and procedure document states;
assessment is to assess whether a household presents imminent danger of serious harm to any child,
and if so, to determine what interventions should be initiated to provide appropriate praiedtion
protective placement is necessary. o At the comp
are found to b&AFE, CONDITIONALLY SAFE (with the use of a safety plan), @RsAFE in the care and

custody of their caregiver(s) and placemensinlg of the home is the only protective intervention

possible.

The second assessment, the Risk Assessment, is conducted after the Safety Assessment, and within
30 days of the accepted intake. The Risk Assessment measures the likelihood of furthenraattreat
occurring in the following 128 months. Families are scored to beat/, MODERATE, HIGH, Or VERY

HIGH risk. A score oHIGH or VERY HIGH results in the family being offered services from child

protective services within DHHSAN ongoing case may lwkeclined by the family except in those
situations where the court has become involved and participation in services has been court ordered.

3 The Department of Health and Human Servic&vision of Child and Family Services staff function in the role
commonly known as Child Protective Services (CPS) in this report the division of Child and Family Services will be
referred to as CPS amstaff associated with CPS work will be referred to as worker(s) or supervisor(s).

4 Division of Children and Family Services Protection and Safety Procedure Me@@182 Initial Assessment,

effective May 7, 2018.
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CASESINCLUDED IN THE REPORT

Al | cases included

child victims during that period.

Table | providesasic details for each of those cadegshree of the four caseBlair, Douglass

in this report
ReportsDuring the calendar years 202619, the Hotline accepted an average of 13,900 intakes per
year alleging the abuse and/or neglect of 19,000 individual child viétithe.four cases included in
this report make up a very small fractionooie percent of the total assessed cases and individual

mcademg

Hostg the children were found to IsarFe from immediate thresand atMODERATE risk of

maltreatment in the next 18 months. Based on the Safety Assessment and Risk Assessment,
the families would not have been offered ongoing services from DHHS. In the fourthroase (

the children were found to [#aFE The RiskAssessment in this case had not been completed

prior to the critical incident because the serious injury occurred before the Risk Assessment was

due to be complete.

Table |. Reviewed Case Data

due to abuse

Abusive Head
Trauma

AGE CRITICAL PREVIOUS IA CRITICAL SERVICE
INCIDENT CLOSURE INCIDENT AREA
DATE DATE

Addy Blair 4years Death January 17, 2017 July 11, 2017 Southeast
due to neglect
Blunt Force
Trauma

Camila Douglasg Syears Serious Injury August 7, 2015 Junel6, 2016 Southeast
due to abuse
Abusive Head
Trauma

Evelyn Frost 9 months Serious Injury 1A still open at tir July 20, 2017 Eastern
due to neglect of Critical Inciden
Near Drowning

Gabby Hosta | 6 weeks Serious Injury May 212019 May 23, 2019 Northern

5 Data provided to OIG by DHHS. The OlGad the numbers provided to calculate the average number of accepted

intakes per year from 2016 through 2019 and the average number of involved individuals.
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The investigation into these four cases included the 1A occurring within the prior 12 months of the
death or serious injury. In the course of its investigation, the OIG gathered information from the
following sources:

1.
2.
3.

a s

™~

DHHS records for all cases and children included in the review;

Law Enforcement records of death and serious injury investigations;

Law enforcement records of prior child abuse and neglect investigations related to the
children named in the critical incidents;

Interviews with DHHS administrators, supervisors and workers;

Interviews with trainers and supervisors from Center for Children, Families and the Law;
Interviews with representatives from the National Council on Crime & Delinquency
Chi | dr e n &CenteR E€lilatVietfacetDivision;

Review of relevant statutes, rules and regulations, and administrative memos; and
Review of literature and social work best practices.

OFFICE OFINSPECTORGENERAL OF NEBRASKACHILD W ELFARE
5



CASE SUMMARIES

Death of Addy Blair
Age: 4 years

Location of Incident: Southeast SerndcArea

Summary of the Critical Incident:

Irma BlairandKurt Blair lived together with their blended family consisting of nine chil@remght
children and one grandchild.

On July 11, 201,7Addy Blair was taken to a loc@mergencyoom by her caregiveKurt Blair, with
complaints of stomach pain, nausea and diariked.stated thaAddy had become ill on July 10,
but he and her mother had thought it wasomach virus. When she dit improwe and began
complaining of stomach pa he broght her to the emergency room. Adalgs conscious and alert
whenfirst seen by medical staff at approximately 8:00 p.m. Within an hour, while still at the
emergency roomAddy started complaining of shortness of lihedder condition quickly ddimed,
and she was pronounced dead at 9:54 pledical staff reportethatAddy had bruisiig on the left
side of her face, lower right leg and on her abdomen whahdistended.

The resulting autopsy identified evidence of blunt force trauma to the aiodasnwell as secondary
complications of the trauma. The cause of death was identified as a combination of septiarsthock
abdominal hemorrhage which were secondary to blunt force trauma to the abdomen, with the exact
cause of the blunt force injury urtdemined.

No criminal charges were filed in the deathAoidy Blair.
DHHS Involvement Prior to the Critical Incident :

Irma Blair, A d d ynotiser, has a CPS histaryboth Tennessee and Nebradiar Nebraska history
dates back to 2008. Based on informatvailable olN-FOCUS at the time okddyd s dlenat h ,
had 14 intakes in Nebraska and four in Tennessee.

Information on the Tennessee history was limited to allegations and outcomes with one intake dated
2011. While in Tennesselema had two physical neglect intakes, one physical abuse intake, and one

intake for educational neglect. Of the four intakes one was unfounded, two were not completed due
to being unable to locate the family, and the intake for educational neglect wasubstahsated.

Addy was directly involved, being specifically identified as a victim and/or a member of the
household, in 8 intakes while in the home of her mother or two different maternal aunts.

Six months priortdAddyd s deat h, on Dedlotimerdeoepted & reporeddlleégged t h e
physical abuse dkddy by Irmafor Initial Assessment. The reporter stated tady had four linear
marks on her left shin and calf moving down to the ankle and three linear red marks on the outer

5The Mayo Clinic explains septic shock to be the progr ¢
a dramatic drop in blood pressure. Retrieved on 02/21itp8://www.mayoclinic.org/diseases
conditions/sepsis/symptortauses/sy20351214
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right leg progressimnfrom the shin to the ankle with an additional two or three linear red marks on
the inside of the leg and a horseshoe shaped red mark on the inside of the knee. When questioned
about the marksAddy stated that her mother had hit her with a hanger.

The intake was assigned a priority level of two and local law enforcement was notified of the report.
An officer made contact witAddy on the same day the intake was accepted. He rephdtiyggave
an explanation for the marks consistent with the intake.

As part of the screening process, the Hotline made a collateral call to the worker currently working
with the Emily Pacerfamily (sister tolrma Blair) who was living in thélair home. The worker
informed the Hotline that she was working only witimily and ter child and had not made any
contact withAddy while in the home.

The Safety Assessment completed five days after the intake was acceptedddyadd her
siblingssAre as the worker did not identify any active safety threats to the children.

The Risk Assessment did not identifurt Blair as a caregiver, indicating that there was no
secondary caregiver in the home. A final risk scor@@bERATE recommended case closure. The
worker agreed with the recommended case closure and a finding wicaimded allegation. She
provided the following statements in the conclusion narrative as support for both the
recommendation and finding:

Addy had been inconsistent telling her account of what had happenedhe workey

Law enforcement had not citeldet caretakers at the time of their contact;

Irmahad provided a logical explanation for the injuries;

None of the children in the home reported abuskrog;

IrmaandKurt are able to provide for all the children; and,

I'mad s home i s s h &milgBacawhatishcuriergly coust invlived with an
ongoing case, thuhere are many people in the home on a regular basis, none of whom has
ever expressed any concern.

= =4 =4 =4 -4 4

Serious Injury of Camila Douglass
Age: 5 years

Location of Incident: Southeast Service Area

Summary of the Critical Incident:

On June 16, 201@mergency crew and law enforcemesgponded to a 911 call to the home of
Camila Douglass s f laahch Bouglassand his girlfriendMadison NoelMadison the only adult
in the home at the time of the incident, reported @anilaaccidently fell down the stair€amila
was transported tithe hospital

The following injuries were observed cetécted after a medical evaluation: subdural hematoma,
basal skull fracture, retinal hemorrhages, extreme deepriguisder, insidand behind both ears,
including bruising on the ear lobes that were almost black, large bruises on her left shoulder blade,

OFFICE OFINSPECTORGENERAL OF NEBRASKACHILD W ELFARE
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multiple bruiseson her buttocks with linear lines nsistent with a solid straight object, bruises on

both arms toward the wrist area, bruises on her shins, scrapes and contusions on both knees,
contusions on her left shoulder, and bruiseber chest area, as well as a large knot on her left

forehead aba her right eye, and a small bruise on her forehead above her right eye. Medical staff

also noted concern f@amil&d s wei ght , st aelowrthg expectedtweightforikea s wel |
age andstature.

Two independent medicapecidists in child abuseaviewedCamildd s i nj uri es and det e
were not consistent witkladisod s descr i ption of events and were
nature includingbut not limited toabusive head trauma.

Lance DouglasandMadison Noelived together with thie five children TheNoelc hi | dr en 6 s
biological fathers were not involved with their childrerhile Camilawas havingsporadic visits
with her mother Qpal Peterson she remainegdredominantlyin theDouglassNoelhome.

In October 2016, botMadisonNoelandLance Douglaswere arrested and charged with two counts
of felony child abuse each. In March 20Madisonwas sentenced to a six year prison tdrance

was sentenced to a prison term of two years in July 20adison NoelLance DouglassandOpal
Petersorvoluntarily relinquished parental rights to the children in 2017.

DHHS Involvement Prior to the Critical Incident :

In June 2015Lance DouglasandMadison Noelmoved in together along witheir children.
Madisonwas not employed outside thfe home and provided feime care for all of the
Douglas#éNoel children. TheHotline accepted an intakerftheNoelDouglasshousehold a month
later on July 9, 2015. The priority omg¢ake alleged thaCamilahad disclosed sexudbase by her
father A Safety Assessment of tiouglasgNoel home foundCamilato besarFe. Documentation
notedCamilad s m dOpd] agreed[to kee@amilawith her andhot allowLancecontact with
Camiladuring theCPS and law enforcement investigaio@amilawasinterviewed &athe child
advocacy centegnderwent a physical amination, and continued to disclose details of sexual abuse
by her father. Throughotihe investigationbothLanceandMadisonagreed to meet with law
enforcement officers and the workeutbefused © answer their questiomsting the advice of
Lancds attorney.

Concern for théNoel children, who remained in the home, grew whadisondenied potential risk

to her children during an interview with law enforcement. A Circumstances Surrounding
Maltreatment narrative dated August, 6, 2015 stated that a safety threat had been identified and a
safety plan put into place for tiNoelchildren.Madisonagreedo not allowLanceto be alone with

her children while the investigation continued.

Madisonwas utilized as the sole safety plan monitor despite denying a safety issue and having a
juvenile history of both being an alleged victim of sexalalse and perpetrator.

TheRisk Assessmerniitiated on July 9, 2015pund the family amODERATE risk of further abuse

and/or neglect and recommended case closure. The wiw&emented that at the time of the

assessment no arrests had been madehéugtiminal investigation continued. She went on to state

that should no arrests be made, it was her reco

OFFICE OFINSPECTORGENERAL OF NEBRASKACHILD W ELFARE
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duetothe exteif Camildd s di scl osures in her interviitbw at t
medical professionals. The worker advocated for the use of a discretionary override to keep the case
open and provide egoing case management due to the continuing criminal investigation, a potential
request to file, and the current safety plan.

The Rsk Assessment conclusion narrative was updated on August 7, 2015, with a change in opinion
from the worker as to whether the evidence coul
substantiatedo, stating t hasedfGamithbyhey fathefvoould t he al

instead be fiunfoundedod. The Risk narrative docu
result of the | aw enforcement | nQaedamayhsvd i on t o
been exposed to incidents that |l ed to her explo

concluded that due ©@amilarecanting her statements about her father sexually abusing her, and
Lancenot admitting t o agheviddnieogtatd thiahneeis the perpetratay or e n o u
that more | ikely than not t heseCPSoasdchhsethdns happe
August 10, 2015with the allegations listed as unfounded.

Requiring a higher burden of proof and evidebeyond a reasonable doubt, leve enforcement
case waslosed due to lackf evidence on August 31, 2015.

In DecemberCamilaagain discussed the sexual abuse by her father with a therapist. The therapist
called the Hotline to report the disclosureweoer the intake was screened out as Does Not Meet
Definition due to the disclosure only containing allegations that had been previously investigated.

In January 2018)pal Petersowas granted temporary custody of her daughter haticebeing
allowed wekly visitation. By the time of the June 2016 critical incid€amilahad resumed living
with LanceandMadisonfull-time, and contact with her mother was once again sporadic.

Serious Injury of Evelyn Frost
Age: 9 months

Location of Incident: EasternService Area

Summary of the Critical Incident:

On July 20, 201,1aw enforcemenand emergency medical personredponded to a 911 call for the
possible drowning of nirenonthold Evelyn FrostMedical staffestimated that she had been
hypoxic (experencing inadequate levels of oxygen in the bddyapproximately two to five
minutes.

E v e | mathér®KRobin Smythreported to officers that she had plaé&alynand her tweyearold
brother,Trevor Frostinto the bath tub together and then left them for an undetermad amount
of time. WhenRobinreturned to the bathroom, she fouxklynface down in the water anictevor
still sitting in the tub where she had left him. During an interview with law enforceRehin
admitted to officers that sheth used methamphetamine within the previous seven days of the
incident

OFFICE OFINSPECTORGENERAL OF NEBRASKACHILD W ELFARE
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In November 201 Robinplead guilty to the charge of misdemeanor negligent minor care and
was sentenced to six monthsod probation.

DHHS Involvement Prior to the Critical Incident :

Robims first contact with CPS prior t ointakbhveas cr i t i c
accepted by the Hotle alleginghatRobin Smythwvas using methamphetamine and neglecting her
two young children.

A CPSsupervisor made contact witobin on July 5, 2017, and notelkat the mother was €o
sleeping with her childrerthere was minimal food and formula in the hoasd thaRobinhad a
history of court ordered substance treatmRobindenied methamphamine use and refusedug
tesing. At the conclusion of the conta®pbinagreed to have a pack & playought to the home by
the worker Robinwas provided the opportunity to obtain groceries and fornddtar leaving the
home to pick up thpack & playfor the motherthe worker went toneetRobinat the agreed on
location and discovered that she and the children had left thefaBsdety Assessment completed
on July 6, found the children to be saféne supervisor noted the assessmetitat despite strong
concern, there was no evitt to support a safety threattosupport that drug use wasfact
occurring due to the parent refusing a voluntary drug test, no physical evidence found in the home or
behavioral evidence observed at the time of confdm.worker continued her att@is to contact
and/or locatdrkobinfollowing the initial contact with helA Risk Assessment was not due for the
intake at the time of the critical incident.

Serious Injury of Gabby Hosta
Age: 1 month

Location of Incident: Northern Service Area

Summary of the Critical Incident:

On May 25, 2019Van Watermarfmaternal grandfather) called 911 in response to his granddaughter
having a seizurésabbyHostawas transported ta hospitaby emergency medical staff where she
was assesslf or i njuries, and then flown to Childrenods

Doctors reported th&@abbyhad sustained significant injuries including a fractured skull with
multiple brain bleeds, blood on the spine, fractured left and right collar bones, a fracheeight
humorous, the right femur and both tibias, and five broken ribs all in various stages of healing
including some fresh breaks. Initiallgabbywas not expected to survive her injuries.

In an interview with Nebraska State Patrol on June 4, 2B4% b lidlogical father Allan Hostg
admitted to becoming frustrated wiBabby throwing her in the air which resulted in her hitting her
head orthe ceiling of the bedroom, ltken shooker violentlyback and forth

Allan pleaded no contest telbnychild abuse with intentional injurgnd was sentenced to a 30 to
40-year prison term.

OFFICE OFINSPECTORGENERAL OF NEBRASKACHILD W ELFARE
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DHHS Involvement Prior to the Critical Incident:
Allan HostaandBeth Colemerare the biologidgparents ofcabbyHosta

The first CPS contact fadabbyHostaoccurred two days after her birth on April 15, 2019. Medical
personnel called the Hotline to report concerns Bedhwas not able to care for the newborn and
was not appropriately bonding with her. The intake was screeri2degsNot Meet Definition
(DNMD) due t o t he dbsetveddysospitatstaftappropiabety canng for the new
bornwhile in the hospital.

On April 30, 2019,wo more reports were made to the Hotline alled@ethandAllan were

neglecting their daughter. The first remorstated that the parents were not appropriately feeding the
baby and thafllan was using methamphetamine. This report was accepted for asseddment
second reportnade by medicataff, was screened as a mulgpieport. The intake allegédatBeth
was fidoct or Gabbym pvoid fgllow wy appdintments due to the baby losing weight,
and that the new mother was refusing pediatrician recommended Home Elaalhrogrammingp

help her learn to care for the new baby.

Before contacting the famgi the worker made a collateral contact with a cousin who had been with

the family two weeks prior. The family member told the worker that she was concerned about doctor
hopping to avoid having Home Health Care provide services. She also reportediléhat thie

home ofBethandAllan she observed their roommate using methamphetamine, and she believed that
Allan was using as well. A second collateral contact was made with the medical clinicGdidre

was last seen for a weathild check. The nurseformed the worker that the couple was generally
cooperative, but that it had taken Aextra persu
attending appointments and that they had refused Home Health Care services multiple times despite
Gabby doctor strongly recommending them.

The worker met witlBeth her mother, her aunt, and her brother at the DHHS office on May 8.

Contact withAllan was made during the meeting via telephone as the father stated he was too busy to
meet with the worker in pson.The Safety Assessment@abbywas completed on May 9 and

found the baby to beare due to the family denying drug use and no evidenceGhhbywas

continuing to lose weight.

A follow up meeting was scheduled for May 16 at the hon@etiid s  nnand btegfatheras the
couple had moved in with the grandparents several days after the worker made the initial contact
with them. The worker completed a walikwough of the home and met wititlan in person.

The Risk Assessment, completed on May 2@icetedvODERATE risk for future neglect/abuse and
recommended case closure. Tharker agreed with the recommendatioating thatBethandAllan
were livingwith maternal grandmotheFfanny Watermgrso the couple would have a support
system in placéo assist with caring fadBabby The caselosed 24 hourprior to the serious injury
of Gabby
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INVESTIGATION FINDINGS

Within the OIG investigations of the four cases, the OIG identified issues which are included in the
following findings. Additional isges identified, but not included in these findings, will be monitored
and potentially included in future reports.

Child vulnembilities were identified, but there is no evidence that they were
appropriately taken into consideration throughout the IA ingasion.

Within the 12 months prior to the criéitincident, all the children were shown to hawdeareasg
ability to protect themselves from future abuse/neglaetto coexisting vulnerabilitie¥wo of the
cases involved children who were prescha@ @ouglassBlair) and two of the cases involved
infants under the age of one yedoéta Fros) thus, all four children wereulnerable due to their
young age. In addition, all of thditdren were vulnerable due to diminish&dibility to others
outdgde of their immediate family

It is understood that the majority of abuse/neglect reports concern children who are limited in their
ability to remove themselves from the situation; to seek out other protective persons; and, to have
contact with others whare able to recognize the danger and take an active role in keeping them safe.
And these cases do not subsequently result in a critical incident. The OIG also recognizes that these
two coexisting vulnerabilities (young age and diminished visibility) ateunique to only the

children included in the critical incidents that are the subjects of this report.

The SDM Safety Assessment tool used by Nebraska workers identifies the following vulnerabilities

to safety and risk: age six and under; significangesed medical or mentdisorder that

significantly impairs ability to protect self; isolated or less visible in the community; extreme

allegiance to the alleged perpetrator; diminished developmental/cognitive capacity; diminished

physical capacity; andrpi or hi st ory of abuse/ neglect as a Vi
self.

SDM guidance informs workers that child vulnerabilites@arendi t i ons resul ting ir
inability to protect themselvesVorkers are specifically instructed thatunger children art be

considered more vulnerables they are less verbdgss able t@rotect themselves from harm, and

have less capacity to retain memory of eventsedrard to ifants workers are told that thegre

particularly vulnerable, athey are nonverbal and completely dependent on others for care and

protections’

DHHS Policy and Prockire Memo #2018 provides ambiguoggiidancerelated to child

vulnerabilities, stating thatt the initial contact and every subsequent contact witfathiy, the

worker must recognize immediate safety concerns, starting with a review of child vulnerabilities that
will be considered throughout the assessment.

The importance of identifying child vulnerabilities is that they indicate there are factons thigh
childés family and their environment that incre
When these vulnerabilities coexist, the potential for harm may be heiglitecadse¢he greater the

"fASDM I nitial Assessment Policy and Procedure Manual . o
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number of coexisting vulnerabiliticthe higher the risk of maltreatmeritThe OIG was unable to
locate evidence within the documentation of these cases thatt@tigarkers were taking thisto
consideration throughout the IA process.

Secondary caregivers were not thoroughly investigptededingthe critical
incident.

Through the process of case review and personnel interviews, the OIG found that gathering
information about secondary caregivers was not pursued with the same tenacity as gathering
information about primary caregiveiQuperficial conglerationwasgivento the secondary
caregivers during the investigatiamichresulted in the inadequate assessmentfefysand risk to
the child.

In three of the four reviewed cag@ouglassBlair, Hostg thesecondary caregiver was involved in
the death or serious injugnd had been present in the household during the investigation prior to the
critical incident. During those investigationgorkers were less assertive when

- Making contact with them,
- Obtaining information about them and theale within the family and
- Incorporating informal assessment and/or observatidhem into case work documentation.

The investigatiorof theDouglassNoel home did not note thitiree intakes occurring from 2011
through 2015 foMadison(secondary a&giver) or relevant information from her juvenile history
with CPS A narrative from thdBlair case clearlpuggested tha€urt Blair was asecondary

caregiver by stating th&tmaandKurt could provide for the children, yet assessments indicated
there was not asecondary caregivén the homeln theHostacase, the intake identified secondary
caregiverAllan Hostaas one of theerpetrators of neglect aatlegedhis use of methamphetamine

A collateral contactonfirmed there was concern tilan was using methamphetamine. Despite
this, brief initial contact wamadewith him by phone, in person contact was delayed until nine days
later, and dcumentationwas absendf information about his prior involvement with CPS as a
juvenile or drug use as)adult

Supervision of the investigation ansisessment procepsior to the critical
incidentwas insufficient.

Through the process reviewing policy and procedure, case file re\seand inerviews, the OIG

found that prior to the critical incidentyé supervision of the investigation into alleged child abuse or
neglect and assessment of the maltreatmeninsafficient. This was evidenced ¥ supervisors

not detecting or correcting case management and assessment errors and/or practices that were
inconsistent with policy

Unlike theBlair, DouglassandHostacases, th&rostinvestigationwas completed in its entirety by
an 1A supevisor and presented very few of the saype ofquality issuesioted in the other three
cases.

8 Rycus, J. S., &Hughes, R. C. (1998). Field guide to child welfare. Washington, DC: CWLA Press.
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The incorrect documeation of blended families in NFOCUS case files;

Parents declining to answer any questions about the allegatimhs

1 SDM errors such aacorrecty enteredSafety Assessment findings, undocumented Safety
Plans,and contradicting Risk Assessment ansvees supporting narratives.

=

Policy and procedure documents provide detailed guidance as to the expectations and duties of
supervisors during Initial Assessment (see Appendix A). Supervisors are directed to assure that the
worker has gathered pertinent,enednt and adequate information to arrive at the necessary decisions,
review worker documentation to assist with clarifying what information is known about the family

and what it means, and to sign off on Safety Assessments, Safety Plans and Risk Assassinent
means of stating that everything that reasonably could be considered has been brought to bear in
arriving at the conclusions of the assessment. Supervisors and workers are provided with mandatory
points of consultation that are to be documentedbystipervisor (see Appendix,Bnd supervisors

are expected to conduct SDM Case Reviews monthly for permanent workers and more frequently for
probationary workers (see Appendix C).

While thesedocuments are specific, it is understalodt the practical@plication of these
requirements arkeft to the individual supervisor. Individual supervisor experience, skill level, and
disposition could explain why, in contrast to the written expectations of supervieokersv

repored thattheyfrequentlyd o n @ltcomfodable when manang complex cases asking their
supervisoifor extratime to discuss the case in general. Workers reported they believe once they
complete their probationary period they are expected to work independently with little feedback
andor support, thus ag means of finthg support and guidand¢key most often rely on eworkers

and sometimes supervisors other tHadne they are assigned. A worker explained to thefOiGh e

supervisors have so much being put on their plates by admtinistan ét hey dondét have

~

give us until we screw up. o

In response to this issue, DHHS administration shared with the OlQupet/gsors are not
necessarily dag more work, but insteaarebeing trained to do the work differently and are stegri

away from Ahall way super vi si oworkerspnaygperdeivedhisas They

their supervisor having more work when in reality supervisors are being trained to respond to the

workerdés request s/ gue st usehryytheiworkeg assumesdhe pgasonp os e f u

their supervisor is rgonding to them differently than the past is écause they (the supervisor)
havemore workto da

I't was brought to the Ol Gos atedtieeoversimiSDM hat a
work product. It is no longer necessary for supervisors to review and agir&&M assessments
before they are finalized. Workers caow finalize their own SDM assessments or the assessment
will beautomatically finalizd within the systemafter aperiod of 10 dayfrom completion When

asked for clarification of the process, DHHS administration statedvthikg this is the procedure,
supervisors still have access to all completed assessments, the ability to review them, and to require
workers to dit/make changes to theas necessaryhis changecame as a respsa to feedback

from supervisors who indicateatlat they were spenatj all their time giving SDM a cursorgview

instead of focusing on workers that needed more supporb®e ttn work impvement plans.
Supervisors reported that they were having to take SDM reports home on the weekeagdau ke

and were spending extraordindrgurs at the office reviewing SDM thus not giving 100% of their
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attention 6 any one reviewed document. The gwakthat the change in SDM review requirements
resulted in supervisors putting their energy where it was most needed and most efficient.

When asked about the requirement for monthly SDM reviews, which is meant to assure quality and
identify critical thinking errors; aupervisor acknowlaged that in her experience the reviews can

Nsde dowwotlingt dbhat once a worker Ahits the one
able to do the work without constantly being chected

Locating, assimilatingand analyzing the chronology of CPS involvement, formulating a clear
understanding@f family functioning,assessing the impact of child vulnerabilitiesd proper
documentation coupled with accurate SDM assessment completion regiicesthinking and job
experience that is best supplemented with supervisor guidance.
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RECOMMENDATIONS TO DHHS

The OIG is tasked with making recommendations to improve system performance and efficiency.

The Ol G6s investigation of death and serious in
Assessments recognized a number of areas in the Initial Assessment process where improvements are
needed. Adopting the recommendations in this section will asgisadking improvements to the

identified systemic issues, and result in better safeguards for children through more thorough
investigations, appropriate connections to services, and consistent quality monitoring by IA

Supervisors.

l. Enhance policy and toas specific to the examination of secondary caregivers in an
investigation.

Over time, the OIG has noted the role of secondary caregivers in critical incidents of abuse in
multiple reports, including in the 2016 Report of Investigation: Death and Serjaug Following

Child Abuse Investigatio$ which detailed the death or serious injury of 10 children occurring after
a child abuse investigations. The OIG finds that secondary caregivers are not subject to a sufficient
level of scrutiny.

Current policy ad practice related to the inclusion of secondary caregivers in the 1A process is found
in Protection and Safety Procedure Meme2®28. The memo narrowly covers the identification of

a legal parent who provides 49% of the care to the child or anotheatedredult in the home who
provides the most care for the child, for the purpose of accurately completing the SDM Risk
Assessment. Protection and Safety Procedure MerZ®#2 regarding Initial Assessment is void of

any other direct language related teeaandary caregiver.

Strictly defining a secondary caregiver for the purpose of completing the SDM Risk Assessment is
understood, however, there exists a gap between the SDM definition of a secondary caregiver and the
reality that there could be multiplaregivers relevant to the investigation who truly function as a
secondary caregiver. Examples of this type of secondary caregiver could include a

boyfriend/girlfriend living in the home who interacts with the child, other family members providing
care forthe child, or other unrelated persons identified by the family as significant to the care of the
child on a routine basis.

Providing workers with a tool to assist them in more broadly considering actual secondary caregivers
will assist with obtaining critial information when evaluating the alleged maltreatment of a child or
children within the household. Explicit examination of secondary caregivers should also be
conducted by workers during the investigation process. The addition of more specific gatiog re

to secondary caregivers and tools to assist workers in gathering information from secondary
caregivers would acknowledge the significant role they play within the functioning of the family. It is

9 Neb. Rev. Sta§43-4327.
Paof fice of I nspect or Ge Repartaflinvestifatiod:eDeatharsd iSeriou€ mjury d We | f a
Following Child Abuse Investigations October 201 ne2015. 6 Ol G: March 15, 2016.
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important to ensure that all caregivers in the hoolsetire being included in the assessment of safety
and risk, and that pertinent information about them is bedegmented within the case file.

1. Provide training and tools for workers and supervisors to better evaluate
drug/alcohol use to ascertain \wether caregiver substance use is affecting the safety
of the child.

In Protection and Safety Memo+#B18, DHHS states that alcohol and drug use can be a
contributing factor in child abuse and neglect, but drug testing is not an effective gauge afisese, ab
or dependence, nor do drug tests provide sufficient information for substantiating allegations of
abuse and neglect. The memo quadbesNational Center for Substance Abuse and Child Wélfare
position that a drug test alone cannot determine thesexistor absence of a substance use disorder.

I n order to ascertain whether a caregiveroés sub
must first identify whether substance use is occurring; if it is occurring, whether it is a problem; and

fit is problem, whether the caregivero6s substan
the absence of a drug test, workers routinely stated and/or documented that they were unable to
determine if drug use was a factor in the investigatimhia determining safety and risk. Workers

lack the knowledge and tools to evaluate drug/alcohol use in these situations.

Research tells us that the relationship between substance abuse disorders and child maltreatment is
undeniable. Parents with substanse disorders are three times more likely to abuse their children

and four times more likely to neglect théhit is critical that workers and supervisors be provided

with the training and support necessary to evaluate and document the affect caregivseds or

is not having on children as part of the Initial Assessment process. Workers in the field state that
there is little they can do to identify drug use, unless there is tangible evidence at the time of contact
or the parents admit to use. If ikers are unable to confidently identify drug use and connect it to

child safety issues, interventions, like a referral for a substance use assessment, will be unlikely.

In theFrostcase, the mother declined a voluntary drug test. Despite having seviaresn for the

very young children, the Safety Assessment indi
use to the extent of an active safety threat. IrHibgtacase, policy prohibited the use of a drug test.

The intake included concerns for mathphetamine use, and a collateral contact reiterated the

concern. Again the worker was unable to ascertain whether the drug use, if any, presented a threat to
the infantds safety or risk. I n both caAes, the
prior to the critical incident and then admitted to using after the serious injuries of the children. The

length of time between the prior IA and the critical incident for botlFtbstcase and thelosta

case was less than 30 days.

Workersand supendors identified the issue of drug testing/substance abuse to &ethihey feel
most uncomfortablevith andan area where therengedfor better training and guidancéhe

11*Kelleher, K., Chaffin, M., Hollenberg, J., & Fischer, E. (1994). Alcohol and drug disorders among physically

abusiveand neglectful parents in a commuriigsed samplémerican Journal of Public Health, 840), 1586
1590.
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absence dbeing able tarug test parents hasportedlyincreased worker stss leves when
assessing for the safety of children

[l Provide educational and community resource referral material to the family during
every Initial Assessment and require documentation of what materials or referrals
were provided.

IA workers responding to intakes alleging child maltreatment through the traditional response model
have an opportunity to connect families with information about beneficial services to help keep
children safe and to avoid further system involvement. iShisirrently not happening to the full

extent it can or should be.

As an illustration, research indicates that educaticmal@igns designed to prevent abusive head
trauma are most likely to reach mothers, despite the fact that most perpetratorsvef ladadi

trauma are secondary male caregivers. By providing abusive head trauma prevention material to
secondary caregivers at the time of the required contact with the family, the opportunity to promote
child abuse prevention efforts has been broadened.

An exampl e brought to the Ol G6s attention at t h
resource booklets to all families at the time of an investigation. The resource booklets contain
information about | ocal Bbliot@upogation ete.,iarelsvere wo men 6 s
provided to the particular office for distribution by a local community group. The office receives

updated copies of the booklet and are only responsible for the cost of printing additional copies. This
should occur in eary part of the state.

Purposefully providing educational material and community referrals into the traditional response
model during the IA process, especially to those who will not engage further in CPS services, brings
IA into line with the practice afhe Hotline making and documenting community referrals in cases
that do not meet definition. The Alternative Response model also requires documentation of such
efforts at the time of case closure. By expanding the use of educational material and community
referrals to traditional response cases, DHHS can increase efforts to avoid future maltreatment.

V. Conduct a work study of Child Protective Services (CPS) Supervisors.

A commitment by DHHS should be made to develop and implement a systematic workf<hirfy o
supervisors. The study should be conducted as soon as is feasibly possible and be inclusive of all
service areas. The purpose of the study should include identifying strengths and weaknesses of the
current supervisor structure, assessing supervisdtdead in relationship to the quality of

supervision being provided to workers, and to determine if the need for further supervisor
training/development exists. Results of the study should be shared, in good faith, with stakeholders
and partners.

Researclindicates that it is in the supervision of front line workers that latent conditions for error are
the most overlooked and can be the most difficult to detect (for example, whether child vulnerabilities
are appropriately integrated throughout the IA pss¢elLack of training and development of

supervisors in conjunction with administrative burdens and a lack of support and guidance can lead to
supervisors who have a tendency to lean towards heuristiogcuts that ease the aative load in

decision mé&ing. The results of such practices on the team they supervise is workers who describe
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themselves as undervalued, in need of more support to fulfil their job duties-equigped to
manage complex cases.

DHHS has made an effort to improve supervisasetoad numbers, increase worker satisfaction and
decrease turnover rates, while also initiating research based practices and tools such as those included
in Safety Organized Practice to assist supervisors in their duties. However, it is imperative that th

role and needs of the CFSS supervisor be thoughtfully and systematically considered and addressed in
an effort to maintain quality and stability in the process of Initial Assessment of children and families.
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Appendix A: Protection & Safety Procedure Update #12013

Department of Health & Human Services

D H H SJ Division of Children and Family Services State of Nebraska
= Dave Heineman, Governor
3 K A

N E B R A

Division of Children and Family Services
Protection and Safety Procedure Update #1-2013
Regarding: Supervision of Initial Assessment Process
Rescinds: #1-08, Z
#13-2011 Sections on SuperviSion
Date Effective: January %, 2013 <"\~ ,
Contact: Suzanne Sghied/at 4¢2,471-9245 or Suzanne.schied@nebraska.gov
Issued by: Thomas D. Rristow

Vo /
Philosophy:

The Division of Children and Farfiily Services believes that supervisors are the key to successful
case practice, and staff support, utilizing their knowledge and experience serving children and
families.

Procedure:

Consultation is important to assure the consistent application of Department policy and to assure
that as many factors and ramifications as possible are considered when critical decisions are
made. The CFS Supervisor has the responsibility to call to the attention of and redirect the
worker regarding any decision made on any case which is not consistent with the following

criteria:
1. The safety AND best interest of the child;
2. State or Federal statutes;
3. DHHS policy and practice;
4. Current court orders or established protocol;
5. The case plan; and
6. For DHHS OIJS wards, the safety of the community.

During Safety and Risk Assessment:

CFS Supervisors must provide consultation and support related to the initial contact with the
family to begin the assessment:

1. Assure adequate CFS Specialist preparation so that the CFS Specialist understands the
nature and family circumstances that represent a threat to child safety; that the CFS
Specialist has a strategy for making the initial contact, for collecting information, and for
evaluating safety threats. The CFS Supervisor will assist the CFS Specialist in
considering possible action if the child is determined to be conditionally safe or unsafe.

2. Consider additional preparation for the safety assessment involving issues around law
enforcement participation for purposes of joint investigation/assessment, CFS Specialist
safety, legal response to criminal acts, and to assist with child protection. The CFS
Supervisor will also discuss other resources the worker may need for the intervention to
be successful.

3. Discuss agency response if there is a need for immediate action to protect the child(ren),
determine if the CFS Supervisor agrees with the worker’s assessment of safety threats,
and discuss the worker’s planned course of action, verifying that the planned response is
the least intrusive necessary to provide adequate protection.



The most essential product of the assessment is information. The CFS Supervisor must assure that
the worker has gathered pertinent, relevant and adequate information to arrive at the necessary
decisions. Decisions include determining if maltreatment occurred, if there are safety threats
present, if the family has any unmet emergency needs, risk or prevention level determinations and
if the family is in need of continuing services. The quality of these decisions is directly related to
the quality and sufficiency of information gathered. CFS Supervisor consultation early in the
assessment process may consider:

1.

What the focus of the information gathering should be. The CFS Supervisor should
understand all that he/she can about the family functioning which includes the extent of
maltreatment, the nature or circumstances surrounding any maltreatment, child
functioning, parenting practices and adult/caregiver functioning.

How to overcome barriers in information gathering such as caregiver resistance,
communication difficulties, access to family members, location and circumstances that
must be managed, avoiding premature judgment and conclusions, worker bias, and
reasoning vs. rationalization issues.

Determining from whom to get information. Who would be the best source of
information, discuss the order in which people should be interviewed, and how to use the
information to confirm and corroborate.

Determining recommendations during the process and completion of an Assessment of
Placement Safety and Suitability regarding continued child placement or removal of a
child in a foster home and/or care concerns and next steps.

Criteria for reviewing the CFS Specialists documentation

When reading assessments or discussing family situations with the CFS Specialist, the CFS
Supervisor must consider the following characteristics about the information provided:

1.

Breadth: Is the CFS Specialist’s understanding and analysis of the family based on
information that covers the critical points (maltreatment, surrounding circumstances,
child functioning, parenting, and adult functioning.) The information gathered about the
family is comprehensive;

Depth: Is the CFS Specialist’s understanding of the situation based on more than
superficial information? Is the information pertinent and detailed?

Reliable: Is the information trustworthy and dependable, reasonable, believable, and can
be justified?

Pertinent: Is the information relevant, significant and useful in determining the presence
of safety threats?

Objective: Is the information factual, actual, and unbiased? Information exists without
interpretation or value judgment;

Clear: Is the information easily understood and unambiguous?

Association: Does the CFS Specialist understand how the information is connected and
inter-related? How the information is linked?

Reconcile: Has the CFS Specialist resolved differing perspectives so that discrepancies
are reconciled?

Supported: Is the information confirmed or corroborated by reliable sources outside the
immediate family?

CFS Supervisory Assistance During Legal Action
CFS Supervisor activity related to helping with legal intervention can include:

1.

2.

Processing the decision to invoke court authority, including helping the CFS Specialist
explore less intrusive options;
Approving the decision to remove a child or seek court oversight;
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